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 Shifted to MVR from table = 2 (6%)
 Aborted on table = 1 (3%)
4. Complications related directly to the procedure or
later on:
 Aborted on table due to pericardial effusion during
the intra-atrial septal puncture = 1 (3%)
 Shifted to MVR as emergency due to technical prob-
lems during the procedure = 2 (6%)
 Shifted to MVR after a year due to sever MS (sever
fibrotic reaction to the clip) = 1 (3%)
 Twice clipped = 2 (6%) (one on same setting with
good result & the other on 2 different setting with
no good result/sever MR remained)
 Death in 1st 6/12 post procedure (out side hospi-
tal) = 1 (3%)
 2 attempts for same patient, 1st one was aborted b-
efore the puncture due to huge LA & 2nd time was
successful = 1 (3%). . .. Same patient developed CVA
after 30 days Post procedure/Back round Hx of AF &
warfarin incomplaince
 Siezure with in 1st 24 h post procedure (clip attached
to PML alone). Family declined high risk surgery &
continue on medical therapy) = 1(3%)
 Heart failure/pleural effusion with in 3 months post
procedure (although MR improved from sever to t-
race) = 1 (3%)
 Recurrent ER visits for Heart failure (no improve-
ment in MR. Sever with multiple jets)
 Vascular complication (femoral hematoma & throat
hematoma) treated conservatively = 1 (3%)
 Acute on chronic renal failure (contrast induced
nephropathy)-recovered later on = 1 (3%)
It was noticed: elderly (92 years old) had many compli-
cations) : Flail AML, twice clip, vascular complication &
contrast induced nephropathy.
Elderly female (80+ years): clip was attached only to
PML & developed seizure within 24 h post procedure.
The small number of patients, the relatively short
duration of follow up and the drop out of few patients
are counted as shortcomings in the data analysis and
the generalizability of the conclusions drawn. We never-
theless hope to add our humble contribution to the
already fast growing data worldwide.
http://dx.doi:10.1016/j.jsha.2015.05.195
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Introduction: Pulmonary vein ablation (PVA) has been
used to treat persistent supraventricular arrhythmias, in
which a cardiologist first isolates and then thermally
ablates the source of the arrhythmia1. Since the esopha-
gus is in close proximity to the left atrium, heat induced
injury to the esophagus may occur2. Although the inci-
dence is low, the mortality rate is high. Luminal esopha-
geal temperature (ET) monitoring is one of the most
effective measures to minimize the risk of injury3. In this
retrospective study, we elected to analyze temperature
changes during PVA at two different temperature moni-
toring sites in the esophagus.
Methods: The anesthetic technique was standardized
and utilized general anesthesia, endotracheal intubation
and an arterial line. ET monitors were placed at two
mid-atrial locations, ET1 and ET2 separated by 1–
1.5 inches in the esophagus, as determined by cardiolo-
gist using fluoroscopy. Temperatures at both ET1 and
ET2 locations were recorded simultaneously when
radio-frequency ablation was performed at different left
atrial sites. The peak ET was recorded at each location.
In particular, the increase over baseline ET and the dif-
ference between ET1 and ET2, were noted.
Results: Twenty five patients were studied. Ablation
sites in the left atrium included the anterior, posterior,
inferior regions and the pulmonary veins. The most
significant increases in temperature were seen during
ablation of the posterior left atrium ranging from 0.1
to 4.0 degrees. However, in 20 out of 25 patients, mea-
surements of ET1– ET2. The absolute value of differ-
ence of temperature between ET1 and ET2 ranged
from 0.4 to 3.8, with a mean of 1.3 and a standard devi-
ation of 1.1.
Discussion: These findings suggest that measurement of
temperature at two separate esophageal locations is more
sensitive that one location in detecting temperature
increases during PVA. The ablating electrode during
PVA moves from different areas within the left atrium,
and therefore, a wide area of temperature measurement
is needed for more accurate monitoring. Furthermore,
the most significant increases in temperature occurred
when ablation performed in the posterior left atrium,
adjacent to the esophagus. The implications of these
observations suggest that one location of temperature
measurement may not be accurate enough in detecting
a ‘‘true’’ esophageal temperature. Further studies are
needed to verify these findings in a prospective study
and to ascertain whether this has any patient safety ram-
ifications for preventing esophageal injury.
http://dx.doi:10.1016/j.jsha.2015.05.196
16. Contrast induced nephropathy, a single Saudi
tertiary center experience
Abdulrahman AlDeeri, Hussam AlFaleh, Tarek
Kashour, Khalid AlHabib
Background: Contrast-induced nephropathy (CIN) is a
leading cause of hospital-acquired acute kidney injury.
Limited data exists about CIN in Saudi Arabia. We
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